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EXECUTIVE SUMMARY
Since 1987, the Family Planning Association of Kenya (FPAK) has operated two
youth centres, one in Nairobi and the other in Mombasa. The centres target
unmarried youth aged 10 to 24 and have as their primary objective reduction in the
incidence of sexual and reproductive health related problems among youth. These
youth centres offer recreational and sports facilities, counselling services, including
reproductive health information, limited reproductive health services, and referrals.
Each centre has a network of peer educators, or "Youth Promoters" and "Youth
Coordinators," attached to it, who perform educational and counselling activities in
the catchment areas of the centres.
In 1996, renewed commitment to addressing the needs of young people prompted
FPAK to undertake a systematic evaluation of its youth centre programme, with a
view toward expansion, modification, or discontinuation. With financial support
from The Rockefeller Foundation and technical assistance from the Population
Council, an evaluation of FPAK's youth centres was conducted, including a situation
analysis of the youth centres, a survey in their catchment areas, and an analysis of
programme costs.
The main strength of the programme was found to be its network of Youth Promoters
and Coordinators, who reached a large number of young people through educational
activities. The Promoters and Coordinators were found to be fairly knowledgeable,
particularly about risk factors for HIV/AIDS, and were well received by the young
people they reached.

However, an unrealistically negative attitude towards

adolescent sexual activity is pervasive among youth centre staff and Youth Promoters
and Coordinators. In particular, their emphasis on abstinence is inappropriate for
the young people they are currently reaching mainly those over age 20 who are
more likely to be sexually active than not. This lack of understanding about the
reality of young people's lives coupled with a failure to appreciate underlying gender
issues prevents them from acting effectively in their mandated role as counsellors.
At the same time, the Youth Promoters and Youth Coordinators seem to be a costeffective means of delivering family planning and reproductive health information
to young people.

If retrained and given adequate supplies, they could be an

inexpensive and effective means of delivering non-prescriptive contraceptives
(specifically condoms and foaming tablets) to young people, especially in an
environment where condoms should be viewed as a necessity. Investing in these
young people in terms of greater remuneration, retraining, and increased participation
in the programme would reduce the current high rates of attrition among volunteers
and ultimately reduce the costs of recruitment and training of new staff.
Attendance at the youth centres is extremely low, most notably for counselling and
reproductive health services. Moreover, very few young people and parents in the
catchment areas of the centres were aware of the centres' existence, even in Nairobi,

where the centre is located in a residential area. Further, the cost of maintaining
the centres (as opposed to simply maintaining the outreach volunteer Youth
Promoters and Coordinators) is extremely high in light of the number of young
people being reached with services.
Efforts to increase attendance at the centres and the volume of reproductive health
services given need to be made to justify the cost of the centres. The following
recommendations should serve to increase attendance:
Disassociate the FPAK name with the youth centres,
Make the hours of operation more convenient for young people, such as early
evening hours;
Make condoms and foaming tablets available for distribution by Promoters and
Coordinators;
Invest in youth centre facilities and activities, especially those that appeal to
girls such as skill-building activities and the library;
Establish special activities, hours, or days for girls;
Create awareness of reproductive health services among existing clients and
young people in the catchment areas of the centres;
Ensure that all staff and volunteers are adequately trained, including gender
training and instruction in effective communication with young people, and that
they periodically receive refresher training.
Limit the role of Promoters and Coordinators to educators, rather than counsellors:
• Involve Promoters and Coordinators in decision-making and compensate them
fairiy for their work;
When recruiting new staff and volunteers, make attitude a major criteria for
selection and be on the look-out for negative, judgmental, or moralistic
attitudes;
Work to clarity values and maintain consensus on youth issues among all
levels of FPAK staff and volunteers, not only the senior staff and volunteers.
FPAK has been a leader and trailblazer in reproductive health programming for
youth in Kenya. Their youth centres in Nairobi and Mombasa represent a firstgeneration effort to address the reproductive health service needs of Kenyan
adolescents. These programmes were established at a time when there were
virtually no examples of youth programmes elsewhere in Africa. While this
evaluation found need for improvement of the youth centres, FPAK has shown
considerable commitment to meeting the reproductive health needs of adolescents
in Kenya. Indeed, immediately after data collection for this evaluation, FPAK initiated
several improvements in the centres based on the preliminary findings.

1

BACKGROUND
The Family Planning Association of Kenya (FPAK) is a non-profit, non-political, and nongovernmental organisation committed to the pursuit of family well-being through responsible
parenthood. Registered in Kenya in 1961 and affiliated with the International Planning Parenthood
Federation (IPPF) the following year, FPAK is a grassroots'organisation with a network of volunteer
branches, whose elected officials comprise its policy-making body.
FPAK currently operates through eight provincial offices and its headquarters in Nairobi. Its activities
reach all provinces in Kenya except the North Eastern Province. The Association operates fourteen
family planning clinics, three male-targeted clinics, a large, well-established network of communitybased distribution (CBD) agents, programmes to combat female circumcision and early marriage,
and two youth centres. To support its programmes, the Association has a Research and Evaluation
unit and an Information, Education, and Communication (IEC) unit at headquarters.
Since 1987, the Family Planning Association of Kenya has operated two youth centres, one in
Nairobi and the other in Mombasa. These youth centres have offered recreational and sports
facilities, counselling services, including reproductive health information, and limited reproductive
health services and referrals. The general objective of the centres has to been to "reduce incidences
of youth sexual and reproductive health related problems." 1 The Nairobi youth centre is located in
Eastleigh, a middle- to lower-middle-class residential area of Nairobi. The centre is adjacent to
Mathare, one of Nairobi's poorest and most densely populated slum areas. The Mombasa Youth
centre is located in the middle of the commercial district, at a distance from most residential
areas.
Each youth centre has a network of peer educators known as "Youth Promoters" and "Youth
Coordinators," who work in the catchment areas and in neighbouring schools and institutions and
provide reproductive health information, counselling, and referrals to the centres or to other clinics.
Currently, there are a total of 38 peer educators, with 15 of these in Mombasa and 23 in Nairobi.
In 1992, IPPF conducted an evaluation of FPAK's youth project. In their evaluation they found the
main constraints of the youth centre programme to be as follows:
Contraceptives are not being made available to young people either through the
clinics or the youth centres;
Lack of a youth policy within (FPAK) and differing attitudes among staff and
volunteers;
Lack of an advocacy strategy to raise the awareness of the government and other
policy makers on the needs of young people;
Lack of financial and human resources;
Lack of a sexuality education curriculum, or any materials to supplement outreach
talks; and
Lack of attention to issues of gender.2
1 FPAK Annual Report. 1996.
2 Hawkjns, K. and D. Ojakaa. 'Review of the Youth Programme of the Family
Planninn A««MvSation nf kCoo^o " 1OOC -1OQO

In late 1994, FPAK entered into a collaboration with The Rockefeller Foundation to explore ways
of strengthening and expanding its existing programme for youth. The Population Council was
identified to provide technical assistance in carrying out these activities.
During the early stages of collaboration, research was conducted to clarify the level of internal
consensus among FPAK staff and volunteers concerning matters effecting the youth. This
evaluation revealed a fair degree of discord as to the Association's role in serving youth.3 As a
result, a one-day workshop was held with FPAK senior staff and volunteers. The workshop served
as a forum to discuss and come to some agreement on the Association's role in addressing the
reproductive health needs of adolescents. Following the deliberations of that day, FPAK adopted
the following policy statement:
FPAK will provide reproductive health information and counselling to the youth
aged 10 to 24 years who are not yet sexually active in order to assist them to delay
the onset of sexual activity.
FPAK will provide reproductive health information and services to the youth aged
10 to 24 years who are sexually active to assist them to prevent and thus reduce
the incidence of reproductive health (RH) related problems.
FPAK will support the government of Kenya in introducing FLE in schools and will
complement these efforts by actively undertaking FLE activities for in- and out-ofschool youth, parents, teachers, and the community and opinion leaders.
With this revitalised commitment to youth issues, FPAK saw the need for a systematic evaluation
of its youth centre programme, with a view toward expansion, modification, or discontinuation.
With technical assistance from the Population Council, an evaluation of FPAK's youth centres
was undertaken from August to December 1996. For the evaluation, the situation analysis method,
previously used to evaluate family planning clinics, was adapted to the context of the youth
centre. Additionally, a catchment area survey was undertaken to investigate linkages between
youth centre performance and perceptions of the youth centres among residents of the centres'
catchment areas. The results of that evaluation and accompanying recommendations for
programme development are presented here.

B

3 "Adolescent Reproductive Health: An Assessment of Family Planning Association of Kenya Staff and Volunteer Opinion,"
FPAK unpublished report. March, 1995

A. Ultimate Objective
The main objective of this evaluation was to assess the overall performance, effectiveness, and
impact of the FPAK youth centres in Nairobi and Mombasa.

B. Immediate Objectives
The study was specifically designed to:
Assess the performance of FPAK Youth centres vis-a-vis current usage of the
centres and number of youth reached, as well as patterns of usage;
Describe the availability, functioning, and quality of services provided at youth
centres and through outreach workers in the communities;
Assess the cost effectiveness of the FPAK youth centres; and
Understand community awareness of and perceptions about the centre as well as
potential barriers to usage among youth.

RESEARCH METHODS

The evaluation employed a research design that effectively provides a broad-based profile of the
FPAK youth centres. The evaluation was composed of three components:
1] A mini situation analysis of the two existing youth centres,
2] A community-based survey among adolescents and their parents or guardians in the
catchment areas of the youth centres, and
3] A cost analysis of the youth centres.

A. Mini-Situation Analysis of FPAK Youth Centres
The situation analysis method was developed by the Population Council in 1989 as a means of
evaluating family planning programmes. Since then, the method has been adapted to a variety of
programmes including, most recently, educational institutions. The mini-situation analysis4 of the
youth centres drew upon and adapted the same conceptual framework used in the family planning
situation analyses. Situation analyses are systematic appraisals of the availability and functioning
of institutional subsystems. The subsystems of interest are: 1) logistics/supplies, 2) facilities,
3) staffing, 4) training, 5) supervision/management, 6) IEC, and 7) record keeping. Situation
analyses employ a combination of interview and observation with key players to assess each of
these subsystems.
4 We consider this a "mini" situation analysis because it involves only two service delivery points (SDPs) as opposed to
traditional situation analyses that investigate a much larger number of SDPs.

For the evaluation of the FPAK youth centres, data was collected using eight different instruments:
An inventory of the youth centres to catalogue their equipment, supplies, operating
procedures, and infrastructure;
An observation of client flow and client utilisation of the centre for a two-week
period to measure client visits, hours and days of visits, and patterns of utilisation;
Exit interviews with all clients to assess their satisfaction with the centres, reasons
for coming, level of reproductive health knowledge, and demographic profile;
Exit interviews with clients who participate in outreach activities for youth to assess
their satisfaction with the activity, level of reproductive health knowledge, and
demographic profile;
Interviews with all youth centre staff and volunteers including the Youth Promoters
and Coordinators, the Centre Coordinators, Sessional Doctors and Counsellors,
and support staff to assess their competence at giving services, level of knowledge
and skill, and job satisfaction;
Interviews with staff from referral points such as family planning clinics, to assess
their awareness and perception of the programme as well as their attitudes toward
serving young clients;
Interviews with the Centre Coordinators, who manage the centres, to document the
managerial operations and human resources aspects of the programme; and
Interviews with personnel from collaborating agencies such as schools in which
Youth Promoters and Coordinators perform educational activities to assess the
level of their awareness and perception of the youth programme.
Each of the FPAK centres has a sign-in register at the entrance to the centres, designed to record
the number of visitors as well as basic demographic information about them such as age and sex.
Initially, investigators had intended to analyse the sign-in registers to better understand the level
of attendance at the centres as well as the basic profiles of centre clients. This, however, proved
impractical, as sign-in registers were not well maintained. Youth often disregarded the register
altogether, either because of the wish to remain anonymous, because they were not aware of the
register, or because of disinterest. This resulted in a radical underestimate of attendance at the
centres. Youth who signed in on the register often gave obviously erroneous information or left
information blank. For some, the register became a place to write jokes.
Because the level and pattern of attendance at the youth centres was so vital to the evaluation,
investigators decide to combine observation of client flow with exit interviews of all clients. The
observation allowed researchers to record the number of client-visits (not individual clients) and
their pattern of centre utilisation, including the time of day when most clients came. The exit
interview provided deeper insight into the demographic makeup of youth centre clientele, as well
as their knowledge and attitudes.

As mentioned, data presented here represents two weeks worth of observations and interviews at
the centres (August 24 - September 6,1996). The Mombasa youth centre is open Monday through
Saturday, while the Nairobi centre is open Monday through Friday. Therefore, the analysis here
reflects a total of twelve days data collection in Mombasa and ten days in Nairobi. In some cases,
we extrapolate from the data to estimate figures for an average day or year These calculations
are based on the assumption that the two-week period was representative of centre utilisation
over the entire year. Efforts were made to ensure this by having data collection span a school
holiday and time when school was in session.
Two teams of three research assistants and one supervisor were trained during a one-week period
on all the instruments. The majority of field personnel had had previous experience with situation
analyses. Additionally, all interviewers were below thirty years of age so that they would not look
out of place in the centres and to promote rapport between interviewers and the young people
being interviewed.

B. Community-Based Survey in the Catchment Areas of the Centres
Public awareness and perception of the centres are central in determining their success. Knowledge
and reputation of the youth centres among adolescents in the catchment areas might determine
whether or not they would visit. Further, the perception of the centres by their parents or guardians
is likely to be an influential factor in whether or not adolescents are permitted to visit.
A community-based survey was conducted in areas that FPAK identified as their primary catchment
areas for the centres. For each of the centres, four non-contiguous areas were defined by Youth
Centre Coordinators and mapped by research supervisors. Within each of these areas, all
households were identified, numbered, and visited by interviewers. In each household, residents
were listed and eligible respondents identified. All unmarried adolescents aged 10 to 24 years
were interviewed, as were parents or adults who were responsible for them. Three callbacks were
made to the households in an attempt to interview all eligible persons. Data collection for the
catchment area survey took place over a two-week period (November 23 - December 7. 1996)
and was undertaken by two teams of four interviewers and a supervisor.

C. Analysis of Cost Data
We analysed cost data vis-a-vis various outcome measures such as numbers of clients reached,
counselling sessions held, and other important performance indicators. We also analysed specific
programme costs to assess the efficiency in the use of funds. Financial data was analysed over
the four-year period from 1993 to 1996.

D

Below is the final sample size for each of the sources of data used in this study.
Nairobi

Mombasa

TOTAL

1

1

2

Client flow observation (number of visits)

50

854

904

Exit interview with centre clients

21

98

119

Exit interview with clients of outreach activities

31

28

59

Interviews with staff and volunteers

30

16

46

Interview with youth centre coordinator

1

1

2

Interview with staff from referral SDPs

12

7

19

Interview with staff from collaborating
institutions (other than SDPs)

6

6

12

Interviews with adolescents

743

670

1413

Interviews with parents/guardians

338

305

643

1. Mini-Situation Analysis
Inventory of the centre

II. Catchment Area Survey

B-

A. Accessibility of the FPAK Youth Centres
1. Signboards and Sources of Information About the Centre
The FPAK youth centres have signboards outside the facilities. The signboard at the Mombasa
centre reads, "Youth Counselling Centre," but is small and easy to miss for the passer-by. In
Nairobi, the words "Family Planning Association of Kenya: Nairobi Area; Youth Guidance &
Counselling Centre" are painted in large visible letters on the side of the building. Many staff and
volunteers felt that the sign linking their centre to the Family Planning Association of Kenya
served to identify it as a place for only sexually active young people or those with STDs. This,
they indicated, was especially true for girls.
Most clients interviewed first learned about the centre through a friend (43 percent) or through
and FPAK staff member or volunteer (30 percent). Only three clients mentioned learning about
the centre through announcements in the newspaper and on the radio. Therefore, word of mouth
seemed to be a particularly effective means of recruiting new clients.

2. Hours and Days of Operation
The Nairobi Youth Centre is open during regular business hours, Monday through Friday, from
8:00 a.m. to 5:00 p.m. The Mombasa Centre has longer opening hours, Monday through Friday
8:00 a.m. to 7:30 p.m. and Saturday from 10:00 a.m. to 7:30 p.m. Fifty-seven percent of youth
centre clients interviewed on exit said that they would like the centres to be open for additional
hours. Eighty-six of these respondents (74 percent) requested closing hours of the centres anywhere
from 7:00 p.m. up to midnight, Monday through Saturday. While neither of the centres is open on
Sundays, over half of the clients requesting additional hours suggested that they be open on
Sundays, mostly during the late afternoon.
Staff and volunteers were also asked their perceptions of the hours and days of operation. All the
Mombasa-based staff and volunteers, where the centre has extended hours, found its hours
satisfactory while only 11 of the 30 Nairobi centre staff/volunteers found those of the Nairobi
centre satisfactory. Here, Nairobi staff/volunteers considered extended hours, such as those in
Mombasa, desireable.
Through observation, we recorded all clients that entered the centre, the time at which they came
and left, and their activities while there. Figure I shows the total number of clients present at the
centres over the two weeks, as a function of the time they visited.
The youth centres experience peak attendance during midday and during the late afternoon or
early evening. While the Nairobi centre is not open after 5:00 p.m., the Mombasa youth centre
sees the majority of its clients coming after regular business hours. Few clients come before
10:00 a.m. Such findings highlight the need to consider the hours that are preferable to youth,
that are not necessarily during the regular business day.

Figure I:

Number of Clients at Youth Centres During
Specific Hours, 24 August - 6 September, 1996

300

The days on which clients come
to the centre did not reveal as
much variation as did the hours
during which they visited. Figure
II portrays the distribution of client
visits by the day of the week.
Comparing

client

volume

throughout the week at the
Mombasa centre, the only one
8
2
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open on Saturday, shows that
weekend hours are not nearly as

8
S

popular as weekday hours,

Source: Client Observation

Figure II:

Number of Client Visits During Specific Days,
24 August - 6 September , 1996

perhaps due to the centre's
location in the commercial
district. Many Mombasa clients
stop by the youth centre during
school breaks or lunch hours.
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3. Client Travel and Location of
Centres
Clients were asked how long it
took them to reach the centres
MOIM

TUE

WED

THURS

DAY OF THE WEEK

Source: Client Observation

FRI

SAT

from the place where their
journey commenced, rather than
from their home per se. This is
because many adolescents

coming to the centres do so
during their off hours from school or work, which are often located near the centres. On average,
it took clients 26 minutes to reach the centre from the place where they originated their journey.
While the Mombasa centre is in a business district and the Nairobi centre in a residential one,
there was not a significant difference in the time it took clients to reach the centre. Most clients
took public transportation, bus or matatu, to reach the centre (79 percent), while just 20 percent
walked. The clients that took public transportation to reach the centres spent an average of 27
Kenya Shillings, or about 50 US cents, to travel to and from the centres.
It is noteworthy that only a minority of clients walk to the centres. Judging from the time spent
getting to the centres, clients are not necessarily coming from the immediate vicinity. This could
either be due to adolescents' preference to visit youth centres at a distance from their own
neighbourhoods for reasons of anonymity, or that the youth centres attract a select group of young
people who are not necessarily from the surrounding neighbourhood. During focus group

discussions conducted by FPAK in Nairobi, Mombasa, and Nyeri, youth suggested that they
would prefer youth centres to be established at a distance from their own neighbourhoods so as
to reduce the likelihood of their being recognised when entering them. 5

B. Functioning of the FPAK Youth Centres
1. Services Available at the Youth Centres
Both centres offer counselling, recreational activities, library facilities, referrals for reproductive
health services, and supply of non-prescription contraceptives, namely condoms and foaming
tablets. Additionally, the Mombasa centre offers French classes and fitness facilities, while the
Nairobi centre hosts an annual youth festival.
The volunteer peer educators or "Youth Promoters" and "Youth Coordinators," provide counselling,
lectures, and group discussions, distribute contraceptives, and offer referrals for reproductive
health services to youth in the catchment areas of the centres. Most of these outreach activities
are carried out in schools and other institutions where young people gather.
Condoms and foaming tablets are kept both at the youth centres and with the Promoters and
Coordinators who distribute them in the communities. While both youth centres reported that
they stock 400 1,000 condoms and about 800 foaming tablets, the Nairobi centre had no stock
of foaming tablets at the time of survey.
More importantly, only 11 of the 38 volunteer Youth Promoters or Coordinators were in possession
of condoms or foaming tablets for distribution when asked by the field team. Ten of the youth
volunteers had condoms for distribution, and only four had foaming tablets. Only one Nairobibased volunteer had any commodities for distribution at all. According to at least some of the
Promoters and Coordinators, they were not encouraged by some management to give out
contraception but only to provide information and counselling. Therefore, while the volunteer
Youth Promoters and Coordinators are supposed to be a source for contraceptives, they are not
being equipped with such commodities perhaps due to disapproval from members of management.
This ultimately undermines their role among young people they serve and greatly compromises
the quality of services.

2. Physical Infrastructure
Many of the staff and volunteers considered the physical space of the youth centres inadequate.
Only 2 of the 30 staff/volunteers interviewed in Nairobi and 6 of the 16 in Mombasa thought the
space adequate.
The recreational equipment available at the centres was extremely limited, especially in Nairobi,
where 6 of the 16 items available at the time of the survey were in a state of disrepair and not
functional.

5 See "Adolescent Reproductive Health: A Report of Qualitative Research among Community Leaders and Youth in
Nairobi, Nyeri, and Mombasa." FPAK unpublished report, 1995.

Many of the materials in the libraries are probably not suitable or interesting for young clients.
While the libraries have many booklets on reproductive health topics that might interest young
people, there are a large amount of academic publications for family planning professionals, such
as annual reports from family planning organisations, proceedings from conferences, and scholarly
journals. The range of materials seems broad and disjointed; there does not appear to have been
planning in terms of what materials should be acquired for the libraries. Some of the material is
so out of place, it could only be assumed to be cast-off from elsewhere, such as "1995 Statistical
Yearbook of Japan" and a shipping magazine called "Freight." Required school textbooks, reference
materials, or novels might attract young people to come to the libraries, however there are few of
these.

3. Availability of EC Materials
Both youth centres displayed a number of posters on the premises, primarily having to do with
AIDS or drugs. While most of these deliver short and powerful messages, such as "AIDS Kills:
There is No Cure," posters generally cannot provide in-depth information. At the same time,
there were virtually no booklets or pamphlets that adolescents could take home. Only the Mombasa
Centre had the FPAK-produced publication, "Enjoy," a booklet promoting abstinence for young
people, and the Kenyan version of "Straight Talk" magazine. The Nairobi Youth Centre had no
I EC material for distribution.

4. Youth Centre Staffing6
An essential element in youth centre programmes is having adequate staff who are trained and
prepared to serve young people. Staff must possess the knowledge and skills to allow them to
perform their duties effectively. Additionally, the involvement of youth in programme planning
and implementation is seen as a vital component in the success of youth programmes.

Profile & Training of Staff & Volunteers
Each youth centre has both staff and volunteers attached to it. Within the centres, FPAK has two
levels of youth volunteers: "Youth Promoters" and "Youth Coordinators." Youth Promoters are
supposed to be within the age group 10-24, and are slotted to do most of the education and
counselling at the grassroots level. Youth Coordinators, who are slightly older, in their mid- to
late-twenties, are supposed to supervise Youth Promoters in terms of ensuring that their work is
done regularly and properly and assisting them with difficulties they encounter in the field.
Coordinators also serve as referral persons for cases that Promoters are incapable of handling.
Both cadres are considered volunteer, with Promoters receiving a monthly allowance of KSh200
(or about US$3.50) to cover transportation costs and Coordinators receiving KSh.800 (about
US$14.50). Both Promoters and Coordinators are assigned to specific divisions in the municipal
districts in which they work.
In total, 64 staff and volunteers are associated with the youth centres. Table II lists the staff and
volunteers at each of the youth centres:
' Throughout this section, staff and volunteer knowledge, attitudes, and experience are analyzed collectively, rather than
separately. Volunteers in the centres far outnumber staff. There is only one full-time professional staff person per centre.
Therefore, to separate analysis by volunteer and staff would essentially violate the confidentiality of the interviews with
professional staff, given their low numbers.

FPAK has a distinct Youth Project
within its Programmes Division,
under which the youth centres are
administered. The Youth Project
has two officers at the
headquarters level who guide and
monitor implementation of youth
projects.

Table II: Staff and Volunteers at the Youth Centres

Staff

Nairobi

Mombasa

Total

Youth Centre Coordinator

1

1

2

Receptionist

1

1

2

Messenger

1

1

2

Volunteers

Sessional Doctor
1
1
The average age of youth
Sessional Counsellor
1
1
volunteers is 25. Project staff and
volunteers are primarily male.
Youth Coordinator
15
5
There are only 13 female
Youth Promoter
16
18
Promoters or Coordinators,
TOTAL
36
28
compared to 41
males.
Source: Interview with Youth Centra Coordinator
Volunteers have been working, on
average, just over three years at
the youth centres. Seventy-nine percent of the youth volunteers were single with the remainder
either cohabitating or married. Five of the 54 youth volunteers are enrolled in secondary school;
the remainder are out-of-school.

2
2
20
34
64

Promoters report that they work an average of 14 hours a week at the centre and an additional 9
hours in the community, performing outreach activities. Coordinators estimate that they work 20
hours at the centre and 23 hours outside the centre. While Promoters and Coordinators at both
centres reported working a similar number of hours at the centres, the volunteers in Nairobi
seemed to be doing a considerable amount of work in the communities, compared to those in
Mombasa. While Nairobi volunteers said that they devoted 18 hours per week to education and
counselling in the catchment areas of the centre, Mombasa volunteers reported, on average, 5
hours of such work per week.
Nearly one quarter of the professional staff/volunteers (9'out of 40) did not receive training when
they first joined the centres,7 which is of great significance considering the sensitive and technical
work that they do. Of those that did receive training more than half (17 out of 31) did not think it
was adequate. Many of the professional staff/volunteers suggested that they needed more training
in counselling and communication. None of the staff/volunteers reported having attended refresher
training.

Reproductive Health Knowledge of Staff & Volunteers
To assess the level of staff and volunteer competence in serving young people, questions were
asked on family planning and reproductive health knowledge. Table III reveals the number of
professional staff and volunteers who correctly answered each question.

7 Professional staff/volunteers include the Youth Centre Coordinator and the Volunteer Youth Promoters and Coordinators.
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Table 111: Reproductive Health Knowldge of Staff & Volunteers (N=40)
Knew that emergency contraception was taking pills within 72 hours of unprotected
intercourse or insertion of an IUCD within 5 days______________________

25%

Knew what a girl should do if she forgets to take the pill for one day

38%

Knew that girls who take pills do not find it more difficult to get pregnant later on

48%

Knew the fertile period of the monthly cycle

55%

Knew that a girl cannot lose her virginity by using tampons

55%

Knew that a girt can take her temperature and check her vaginal mucous to tell when
she is most likely to become pregnant_____________________________

55%

Knew that if a man pulls out before he ejaculates, he can still make a woman pregnant

58%

Knew what time during the cycle a girl should start taking the contraceptive pill

58%

Knew that irregular periods in young girts are usually not a sign of a serious problem

63%

Knew that a girt can become pregnant before she begins menstruating

80%

Knew that condoms do not have small holes that allow HIV to pass through

88%

Knew that a man cannot always tell if a woman has a sexually transmitted disease

88%

Knew that a cure for AIDS has not been discovered in Kenya
Knew that some condoms are not laced with HIV

95%

Knew that one can get HIV/AIDS the first time they have sex

98%

Knew that one cannot get AIDS from shaking hands with someone with AIDS

98%

Knew that a man can make a woman pregnant the first time they have sex

100%

Knew that if signs of an STD disappear, it does not necessarily mean the person is no
longer infected

100%

Knew that a healthy looking person can be infected with the AIDS virus

100%

Knew that one cannot get AIDS from hugging someone with AIDS

100%

Knew that one cannot get AIDS from mosquito bites, fleas or bedbug bites

100%

Source. Interview with Staff and Volunteers.

-

Knowledge of HIV/AIDS among staff/volunteers was extremely high. However, five of forty did
not know whether a cure for AIDS had recently been discovered in Kenya,8 revealing that staff
and volunteers are susceptible to rumours that circulate in their communities. This highlights the
need for staff and volunteers to monitor rumours that circulate about AIDS and other reproductive
health issues in order to respond to them in their daily educational work.
Staff and volunteers are much less knowledgeable about fertility and methods of family planning.
Just over half knew when the fertile period occurs during the monthly cycle and that a man can
make a woman pregnant even if he withdraws before ejaculation. This is especially important
information for adolescents who often time intercourse on "safe days" or use other natural means
to control fertility. Similarly, staff/volunteers were not very knowledgeable about the use or safety
of oral contraceptives. Only 23 of 40 staff/volunteers knew when during the cycle pill use should

8 During the months preceding the survey, it was rumoured in much of Kenya that a cure for AIDS had recently been
discovered.
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be initiated, and 15 of 40 knew what a girl should do if she forgets to take a pill. Only 19 of 40
knew that pill use does not impair fertility long-term.
Staff and volunteers were also asked what family planning methods they considered most
appropriate for unmarried adolescents. Most staff/volunteers felt that short-term methods such
as condoms, foaming tablets, and pills were the most appropriate for unmarried young people.
Thirty-two of 40 staff/volunteers mentioned the condom as appropriate; 16 of 40 mentioned foaming
tablets, and 10 of 40 mentioned pills. Only 2 mentioned injectables as appropriate for youth. It is
important that many staff and volunteers considered condoms and foaming tablets as appropriate
methods especially considering that condoms and, perhaps, foaming tablets9 can help to prevent
transmission of STDs, including HIV. Still, a significant number of staff and volunteers (6 of 40)
felt that no methods were appropriate for young people. Rather than regarding all methods as
contraindicated for young people, those for whom no method is considered appropriate most
probably reflects strong disapproval of young people engaging in sexual activity. There were
additional questions about methods to be avoided by unmarried adolescents. Seven of 40 staff/
volunteers felt that all methods should be avoided; 20 felt that the pill should be avoided and 16
mentioned injectables, despite the fact that pills and injectables are generally considered appropriate
for use by young people. Again, it is not clear the extent to which these responses reflect disapproval
of premarital sexual activity and, by extension, disapproval of family planning methods by
adolescents. Such responses not only underscore the need to improve knowledge of family
planning methods among staff/volunteers at the youth centres, but also the need to clarify staff/
volunteer attitudes toward sexual activity among youth and especially to develop guidelines on
how staff and volunteers should respond and provide services to sexually active young people.

Involvement of Young People in the Youth Centres
Notably, the FPAK programme has significant participation by young people in its youth centres.
Fully 40 percent of the volunteers attached to the centres is age 24 or below. Youth Promoters
and Coordinators are considered the backbone of the programme and perform the greatest share
of educational activities. However, despite their numbers, these youth do not seem adequately
involved in planning and decision making. Youth Promoters and Coordinators were asked whether
they were involved in design and planning of the youth centres' activities. Only 30 percent of the
youth felt that they were involved, with those based in Nairobi feeling particularly excluded from
decision making. This lack of involvement seems to have caused some resentment: "We are not
allowed to sit on any decision-making committee to present our views directly... Even the minutes
from our monthly meetings never reach Headquarters so no one gets to know of our grievances
or our suggestions for making this programme better;" "There is too much bureaucracy... any
suggestions put forward by youth are not heeded by senior staff... there is no youth representative
on the Advisory Committee." The apparent dynamic between youth volunteers and FPAK staff,
as expressed by Promoters and Coordinators, jeopardises the smooth functioning of the
programme.

9 The evidence as to whether foaming tablets containing nonoxynol-9 can reduce the risk of transmission of STDs,
including HIV, is inconclusive. See "FHI Study Examines N-9 Film Effect on STDs" in Network, Family Health International,
Vol. 17. No. 3. Spring 1997.
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5. Supervision
Each of the youth centres has a Centre Coordinator, or manager of the centre. These Centre
Coordinators do not report directly to Youth Officers at the Headquarters, but to Area Managers
who are responsible for the overall FPAK programmes at the Provincial level.
As mentioned previously, the position of Promoter was designed to be filled by younger adolescents,
who would take on the major educational role. Youth Coordinators supervise Promoters in ensuring
that their work is done regularly and properly and also provide counselling for the more difficult
cases. They, in turn, are supervised by the Centre Coordinator, who handles cases that are
beyond the expertise of the Youth Coordinator. While all Youth Coordinators correctly identified
the Centre Coordinator as their supervisor, 7 of the 14 Promoters believed that the Centre
Coordinator was their immediate supervisor, and not the Youth Coordinator.
In the Nairobi centre, there are currently 15 Youth Coordinators and 16 Youth Promoters, making
the management of the programme top heavy with supervisors of Promoters. As such, many of
the Coordinators perform educational activities, blurring the distinction between Youth Coordinators
and Youth Promoters. Only 6 of the 16 Coordinators interviewed mentioned supervision as part of
their duties. 10 All but two mentioned that they perform educational activities in the communities in
which they work.

6. Record-Keeping and Monitoring
Promoters and Coordinators keep records and write monthly reports on the IEC activities they
perform as well as the condoms and foaming tablets that they distribute. The current record
forms, however, emphasise educational and counselling activities undertaken rather than distribution
of contraceptives. The Promoter or Coordinator is supposed to record the "number reached" with
educational messages; however this is ambiguous and not easily defined. Moreover, this statistic
is difficult to interpret since one does not know how the young person was reached nor the intensity
of contact and the quality of the information given.
During data collection for this study, it was found that records on commodities were not well kept;
as a result, research assistants for this evaluation found it difficult to collect information on
contraceptive commodities and on clients served. Various reasons were given for poor maintenance
of records. While some felt that it was difficult to oblige "volunteers" to keep good records of their
activities, others felt that this was a reflection of management's ambivalence about contraceptive
distribution.

C. Quality of Information Services
During the data collection period, no clients came to the centres for family planning services and
only two came for counselling. The vast majority of clients came for the recreational activities
offered.

10 Staff were asked to spontaneously mention their responsibilities. It is not dear whether staff not mentioning "supervision"
simply forgot, perhaps because it is not the most important task they do, or whether supervision is truly not part of their
duties.

Eight educational sessions were conducted by Promoters or Coordinators and observed by the
investigating team two at primary schools, two at secondary schools, one at a juvenile remand
home, and two at the centres themselves. Activities observed consisted of group discussions
and lectures and averaged about 1 hour in length. Topics included peer pressure, communication
in the family, STDs, boy/girl relationships, contraceptives, teenage pregnancy, and drug abuse.
In many cases, members of the audience approached the Promoter or Coordinator after the
session to ask questions privately.
During these sessions, 283 youth were in attendance, and 59 of these participants were selected
and interviewed on exit to assess the quality of the information received. 11 Of those interviewed,
42 percent were male and 58 percent were female. All were single except one, and clients
ranged in age from 13 to 34 with the modal age 17 and the mean 20.
They were asked their views on the atmosphere of the sessions held: whether the sessions were
disturbed or disrupted and whether they were private, thereby creating an environment where
they felt free to ask sensitive questions. Eighty percent of clients felt that the sessions were not
disrupted, however less than half (48 percent) felt that the sessions were private. 12 Figure III
provides data on audience perceptions of the Youth promoters or Coordinators who led the sessions.
The vast majority of young people
considered the Youth Promoters and

Figure III: Audience Perceptions of the Youth Promoters and
Coordinators During Educational Sessions (N=59)
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differ significantly by centre.
Questions were also asked to assess the quality and extent of information clients received during
the sessions. Figure IV portrays client perception of the amount and sufficiency of the information
they received:
11 Because of the limited number of interviewers, a maximum of 8 young people were interviewed following each of the
sessions. In small groups where 8 people or less were in attendance, all members of the audience were interviewed.
In larger groups, participants listed their names on a sign-up sheet and respondents were randomly chosen using a
sampling interval calculated to select 8 respondents.
12 By "private" we meant that no one outside of the session could hear or see what was being said or done.
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comprehensible fashion.
But just over half of the young people would have liked to discuss more topics, and nearly two
thirds of the respondents said they had not asked all their desired questions.
Figure IV: Audience Satisfaction with Information Exchange (N=59)

While 86 percent of the clients from these sessions said that they would seek out the Promoter or
Coordinator if they wanted more information or counselling, only 49 percent said that they knew
where to find him or her, should they require such services. This underscores the need to make
Promoters' and Coordinators' whereabouts known to potential clients and also the need to advertise
the youth centres' services more than they currently are.

D. Quality of Counselling Services
As was indicated earlier, during the data collection period, only two clients came to the centres for
counselling services. Because the topics that young people need to discuss are often sensitive,
we did not, for ethical reasons, observe these counselling sessions. 13 We did, however, interview
all staff and volunteers who act as counsellors, including the Youth Promoters, Coordinators,
Centre Coordinator, and Sessional Counsellor. During these interviews, these staff and volunteers
were given hypothetical scenarios in which they were approached by young people in various
situations, and asked what they would say and do. These responses were used to assess the
quality of counselling of FPAK youth centre staff and volunteers.
In one scenario posed to staff and volunteers, we asked, "Suppose an unmarried young person
who is 16 comes to you to discuss contraceptive methods. She has made the decision to have
sex with her boyfriend and would like to know about family planning methods. What would you
say and do in this case?"
The girl in this scenario is unusual for an adolescent because she has obviously thought about
and discussed the decision to have sex and is planning ahead of time, so that her first intercourse

13 This is a departure from the standard situation analyses of family planning programmes in which counselling sessions
are observed to assess the quality of information and counselling given.

is protected. Many of the respondents said that they would counsel the girl on family planning
methods, and most said that they would suggest condoms, pills or foaming tablets.
At the same time, instead of applauding this girl for taking responsible actions and planning
ahead, the majority said that they would first counsel her to abstain before giving information on
methods, or even try to make her change her mind and only give the information on family
planning if she was "adamant." The tone of responses was extremely moralistic and judgmental;
staff and volunteers clearly did not approve of this girl's decisions: "I would reverse her mind and
tell her not to have sex. There are risks involved in early sex, like STDs, HIV, and early pregnancy.
I would take her to the FPAK clinic to get information on the dangers of unprotected early sex."
Some suggested they would withhold information if, in their judgement, she should not have sex:
"...try to advise her against having sex. I would ask her how stable the relationship is. If it is
stable, I can advise her to go to the family planning clinic." By implication, if the person counselling
judged the relationship to be unstable, he or she would not advise the client to go to a family
planning clinic, or even provide condoms or foaming tablets him- or herself.
The responses showed a clear bias toward abstinence and not at all a balanced or objective view:
"I would counsel on consequences of early sex drop-out from school, difficulties during childbirth,
death or single motherhood, STDs, financial instability. Give her the freedom to chose after
counselling. I would discourage her using any contraceptive method." In saying that contraceptives
hampered growth or future fertility, some responses revealed misinformation about contraceptives.
Clearly, there is no internal consensus among volunteers and staff as to whether FPAK should
distribute contraceptives to youth. The responses to this question demonstrated that many staff/
volunteers are against unmarried people having sex and that they cannot divorce their own attitudes
from the counselling that they provide. Most are quite moralistic in the way that they describe
counselling sexually active youth, which is a counterproductive and even harmful way to deal with
adolescents, and which effectively turns a blind eye to the realities of adolescent sexual behaviour
in Kenya today.
A similar pattern of responses was found when we asked the question: "Suppose an unmarried
young person who is 17 years comes to you to discuss a situation. She is pregnant and in-school.
She is determined that she wants to terminate the pregnancy. What would you say and do for this
young person?" Generally, the respondents moralised on the dangers and "sinfulness" of abortion.
In this case, if the hypothetical young person was not convinced to keep the pregnancy, there
could be dangerous or even fatal repercussions. Only one youth volunteer said she would also
tell the girl that there are safe abortions available in Kenya.
Counselling staff and volunteers were not clear on the issue of confidentiality. Only about half of
the respondents truly understood confidentiality and its implications. We asked staff and volunteers:
"You have been counselling a 15 year old girl who is sexually active. One day, the girl's mother
approaches you explaining that she is concerned about her daughter. She asks you if her daughter
has been involved with boys and if her daughter is having sex. What would you say and do in this

case?" About half of the staff/volunteers said that they would tell the mother what had been
discussed outright or hint at what had been said during the sessions.
We presented staff and volunteers with the following situation: "A 17-year-old girl complains that
boys grab her breasts when she is in the playground at school. What would you say and do in this
case?" Staff and volunteers tended to blame the girl and consider grabbing of breasts normal
behaviour for boys. Typically, they said that they would investigate the girls' behaviour or clothing
or even breast size and advise her to keep away from boys. Many respondents said that they
would simply console the girl by telling her that, as she gets older, she becomes attractive to boys
and should expect this kind of treatment. What was implied by the staff and volunteers was that
it was the girl's responsibility and the girl's fault (either through her behaviour or her appearance)
and that she simply must resign herself to this treatment by virtue of her gender; there was little
recognition of the fact that it is a girl's right to move freely in an environment without fear of
harassment.
In most cases, staff and volunteers were realistic in identifying cases that were too difficult for
them. For many of the scenarios presented, staff and volunteers responded that they would refer
the case. Their ability to identify cases beyond their abilities is an important skill and one that
should continue to be stressed in any future training.
In sum, responses to these scenarios clearly revealed the strong moralistic and sexist tone that
colour counselling sessions. Further, not all staff and volunteers are clear on important issues of
confidentiality. Such a stance is counterproductive, especially in the context of adolescent services,
and the counselling sessions cannot be considered "youth friendly." Instead, they reflect the
same disapproval of sexual activity and moralising that young people already encounter in public,
mainstream family planning and reproductive health settings. Further, this style of counselling
seemingly ignores the realities of young people's lives in Kenya today. With an estimated 78
percent of boys and 54 percent of girls in the catchment areas of the centres sexually experienced 14
and over a quarter of hospital admissions for induced abortion among women under age 19, 15
staff and volunteers seem unable or unwilling to address these real world situations in a constructive
and objective manner. Staff and volunteers lack the important understanding that girls need to be
empowered and not blamed when they are harassed, or worse. Therefore, the goal to provide
young people with a "youth friendly" alternative to mainstream services is falling far short of its
objectives.

E. Volume of Visits to the FPAK Youth Centre
1. Client Profile & Volume of Visits
During the two weeks of data collection in the youth centres, a total of 119 different clients visited.
Of these. 98 (82 percent) were clients of the Mombasa centre and 21 (18 percent) were clients of
the Nairobi centre. The Mombasa centre is open six days a week and the Nairobi centre is open
during five days. Therefore, over the data collection period, the Mombasa centre saw on average
14 See Section G. "Community-based Survey in the Catchment Areas of the Centres."
15 Aggarwal, V.P. and Mali, J.K.G., "Epidemiology of Induced Abortion in Nairobi. Kenya." Journal of Obstetrics and
Gynaecology of Eastern and Central Africa. Vol.1. No. 54,1982.

eight clients per day and the Nairobi centre, just over two clients per day. Males outnumbered
females by more than two to one, with 82 (69 percent) of the clients interviewed being male and
37 (31 percent) of clients female. All clients were single except for 10 (8 percent) who were either
married or living with a partner. The majority of clients were living with at least one parent (45
percent); 26 percent were living with other relatives, and 19 percent were living alone. While all
of the clients had attended school, the majority of the youth clientele are out of school; 87
percent of the clients were not enrolled in school, while 13 percent were enrolled at the time of
survey.
While 119 different clients visited the centres during the two weeks of data collection, 904 client
visits were recorded through observation. Client visits entailed documenting the number of
clients present in the centre at given times, whether or not those clients had been present in the
centre the previous day or the previous week. Given the magnitude of difference between the
number of unique clients and the number of client visits, it appears that most clients that come to
the centres come repeatedly and regularly.
Mombasa witnessed many more client visits than Nairobi, with 854 visits during the two weeks of
data collection compared to only 50 visits at the Nairobi centre. Dividing the total number of
client visits by the number of unique clients visiting the centres, one can estimate the number of
visits that each client makes to the centre. On average, each Mombasa client visited the centre
nearly nine times during the two weeks of observation, while each Nairobi client visited about 2.5
times. In exit interviews, clients said that they had paid an average of 25 visits to the centres
over the past three months, with numbers of visits ranging from 1 to 85 visits. Repeat visitors
seem to greatly outweigh first time visitors: 90 percent of the clients interviewed were repeat
visitors, while only 10 percent were first-time clients.
Client ages ranged from 14 to 37, with an average age of 24. Female clients were younger than
males; girls average 21 years while boys average 24. Figure V portrays the age distribution of
clients during the data-collection
Period.

Figure V: Age Distribution of Clients at the Youth Centres (N=119)
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The older demographic profile of the existing clientele might serve as a deterrent to younger
youth using the centres. This is especially true for girls, as the centres tend to be male-dominated
places; boys outnumber girls by 2 to 1.
As mentioned, the majority of youth centre clientele, 86 percent, is aged 20 and over. The catchment
area survey revealed that 78 percent of boys and 54 percent of girls aged 20 and over are sexually
experienced. Ninety-four percent of the clients interviewed had had or currently have a boyfriend
or girlfriend and the average duration of their last or current relationship had been 22 months.
Focus groups conducted in Kenya suggested that long-term relationships, especially those lasting
over one year, usually involved sexual intercourse. 16 Therefore, the programmatic emphasis on
abstinence, as reflected through counselling, is most probably irrelevant for the age group that
FPAK is currently reaching at the youth centres.

2. Awareness of Services at the FPAK Youth Centres
Figure VI reveals that clients are primarily aware that the centres offer recreational and sports
facilities, as well as counselling services. However, only 12 clients (10 percent) knew that the
centres offered contraceptive services in the form of condoms and foaming tablets. That no client
came for contraceptive services during the two weeks of data collection is reflective of this low
level of awareness. Despite considerable knowledge that counselling is offered, only two clients
came to the centres for counselling during that period.
Figure VI: Percentage of Clients Aware of Services Offered (N=119)
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French classes to a greater degree than boys. Nearly twice as many boys came for recreation as
girls.
Girls are clearly much less attracted by recreation than boys and much more attracted by library
services. A similar study in Zimbabwe found the same trend in three youth centres in that country. 17
Therefore, activities that promote skills acquisition and education should be used to attract girls to
the centres, rather than purely recreational activities which seem more appealing to boys.
""Focus Group Discussions in Nyeri, Nakuru, and Kilifi Districts." Population Council unpublished report, 1995.
17 "Situation Analysis of The Zimbabwe National Family Planning Council's Youth Centres: A Baseline Assessment,"
draft document, April 1997.
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Figure VII: Reasons for Visiting the Centres By Sex (N=119)
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medical professional. A
significant proportion (40 percent) of clients had contact with support staff, the receptionist or
messenger. This should not be considered inconsequential. In the case of youth programmes,
the receptionist and messenger play vital roles in the programme. When sensitive issues are
involved, such as requesting condoms, youth might find it more comfortable to approach a support
staff member rather than a service provider. Approaching support staff represents an easy way to
"test the waters" of an institution, when clients are unsure whether their request will be granted. It
should be noted that support staff, especially in youth centres, require basic training in order to
know how to respond to clients that approach them for information or services.
Multi-purpose youth centres are, in part, a response to political and social environments that view
vertical reproductive health services for adolescents as promoting sexual activity. Therefore,
multi-purpose youth centres have primarily been designed as a "backdoor" approach to getting
services to youth while satisfying their other needs, such as recreation, skills development and
training. 18 Recreation, skills development, and training, serve as the "pull" to get youth to visit the
centre and serve as a socially and politically palatable reason for going to the centre. Still,
reproductive health information and service provision are the mandate of family planning
programmes such as FPAK, and the raison d'etre for the youth centres they administer. During
the period of observation, only two clients came to the youth centre for counselling, none came
for family planning services, and the remainder came for various recreational or social purposes.
While the centres have attracted some youth, particularly boys for recreation, they are ineffective
in reaching their clientele with the reproductive health services for which these centres are
mandated.

4. Client Reproductive Health Knowledge
Another measure of the impact of the youth centres is the level of knowledge that existing clients
have on matters related to reproductive health. Even if clients come to the centres for primarily
recreational purposes, it is expected that they leave having increased knowledge about reproductive

18 Senderowitz, Judith, "Outreach Programmes for Young Adults," (draft report), FOCUS on Young Adults, Pathfinder
International, Decembers, 1996.
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health issues. In other words, centres should integrate reproductive health messages into all
activities that the youth centres provide.
Clients were asked a series of questions to assess the level of knowledge on matters related to
reproductive health. Only 31 percent knew the period during a girls cycle when she is most likely
to get pregnant. Similarly, only 34 percent knew that a boy can make a girl pregnant even if he
withdraws before ejaculation. At the same time, as are youth centre staff and volunteers,
respondents were highly knowledgeable about STDs and HIV/AIDS. The vast majority of
respondents knew that HIV/AIDS could not be transmitted through shaking hands (97 percent) or
hugging (97 percent). Ninety-four percent knew that a healthy looking person can be infected with
HIV, and 97 percent knew that one can contract HIV during one's first intercourse.
In addition to analysing knowledge of STDs/AIDS by individual question, an aggregate score was
created for knowledge of STDs/AIDS, as reflected by respondents knowledge of whether a given
statement about STDs/AIDS was true or false. There were ten such statements. A point was
assigned for each correct answer. Given that there were ten statements, the maximum score for
any participant was 10 (i.e., all answers correct). The mean score for respondents was 8.5. Boys
averaged 8.7 points and girls, 8.0.
On the other hand, respondents were quite susceptible to rumours concerning the protective
effect of condoms. Only 64 percent knew that condoms did not have small holes that allowed HIV
to pass through and 68 percent knew that condoms are not laced with HIV virus, contrary to
prevailing rumours in Kenya during the time of survey. Compared to the high level of knowledge
of HIV, beliefs about the effectiveness of condoms in preventing the disease was notably lower.

F. Volume of Reproductive Health Information & Services
Figure VIM: Number of Condoms and Foaming Tablets Distributed Through
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The number of commodities distributed through the centres seems to have dropped dramatically
in 1995 and 1996. This is most likely due to FPAK's introduction of fees for some services. It is
also possible that this is due to the negative attitudes of staff and volunteers towards providing
contraceptives, due to stocking problems, or due to poor utilisation of services by clients.
Table IV displays the number of services given through the centres and through the Youth Promoters
and Coordinators over the past four years.
Table IV:

Services Given Through the Youth Centres and the Youth Promoters
and Coordinators, 1993-96
1993

1994

1995

1996

Number of Youth Reached through Educational Sessions

9,591

40,289

58.580

160,612

Number Reached through Counselling

2,426

1,124

869

1,474

Number of Clients Receiving Family Planning Methods

1,330

552

1,241

151*

Other Services & Referrals (STDs, Abortion, Infertility)

287

339

92

332

* This figure is for the Mombasa centre only. Nairobi youth centre figures not available.
Source: FPAK Annual Reports, 1993-96

The figures do not reveal whether services were given at the centres themselves or in the
communities through the Promoters and Coordinators.
Most young people reached through educational sessions were reached outside the centres, while
most reached with family planning methods, other RH services and referrals, were reached at the
centres themselves. A large number of young people are reached through educational sessions,
presumably those conducted by Youth Promoters and Coordinators in the catchment areas and
neighbouring institutions. In comparison, the centres are far less effective in reaching youth with
family planning or reproductive health services. Given the large proportion of young people that
are sexually active, especially among the upper age groups that the centres are attracting, it is
unlikely that there is no need for such services. Instead, young people are either getting services
elsewhere or not getting services at all.
Very few services are being provided by the centres themselves; during the two weeks of data
collection, no clients came to either centre for family planning services. Comparatively speaking,
more youth are being reached through outreach educational activities of the Youth Promoters and
Coordinators than through the centre. Especially in the case of the Nairobi centre, given the low
number of visitors, that space has become more an administrative centre for the programme,
than a youth centre. In this light, the low volume of services provided through the centre itself
might not justify the cost of maintaining a separate space.

G. Community-Based Survey in the Catchment Areas of the Centres
Because utilisation of the FPAK youth centres was low, it was important to understand the
community's awareness and perception of the youth centres. We conducted a survey in the
catchment areas of each of the two centres. For each of the catchment areas identified, we
visited all households and interviewed unmarried adolescents aged 10 to 24 and their parents or
guardians.
Of the 450 boys aged 10 to 24, who were interviewed, 11 percent had heard of an FPAK youth
centre; for the 571 girls interviewed, the comparable figure was 6 percent. Awareness of the
centres was equally low in Nairobi and Mombasa. This is surprising given that many of those
interviewed in Nairobi lived quite close to the centre, whereas all respondents from Mombasa
resided at some distance from the centre. Awareness of the centres increased somewhat with
age; in other words, the older the respondent the more likely he/she had heard of the centres (15
percent of boys aged 20-24 and 8 percent of girls aged 20-24 were aware of the centres). Of the
1,413 adolescents whom we interviewed, only 49 (4 percent) had ever been to an FPAK centre.
Awareness of Youth Centre Promoters and Coordinators is about the same as that for the centres;
11 percent of boys and 10 percent of girls were aware of a Youth Promoter or Youth Coordinator.
Nairobi respondents were slightly more aware of the Youth Promoters and Coordinators than their
counterparts in Mombasa: 11 percent of Nairobi respondents and 7 percent of Mombasa
respondents were aware of a Youth Promoter or Coordinator. That adolescents were not aware of
an FPAK youth centre or of Youth Promoters and Coordinators cannot be attributed to their being
ignorant of all youth facilities. For example, 29 percent of respondents (31 percent of boys and 28
percent of girls) had heard of Mathare Youth Sports Association (MYSA). Notably, a significant
proportion of those in the younger age groups had heard of MYSA. Twenty-two per cent of those
aged 10 to 14 had heard of MYSA, whereas only 3 percent of young people in the same age group
had heard of an FPAK centre.
Only 7 percent of parents or guardians interviewed were aware of FPAK youth centres, and 2
percent were aware of Youth Promoters or Coordinators.
Among our catchment area sample who had never been married, the proportion of respondents
who were sexually experienced is provided in Table V. 19
Table V: Proportion of Youth in the Catchment Areas Who Have Ever Had Sex (N=1413)

Nairobi

TOTAL

Mombasa

Male

Female

Male

Female

Male

Female

10-14

11%

4%

5%

5%

8%

4%

15-19

40%

44%

40%

23%

40%

35%

20-24

76%

63%

80%

46%

78%

54%

Source.
Catchment
Area
Survey

19 Because under reporting plagues surveys of sexual activity, we asked adolescents indirectly if they had ever had sex
by questioning them about whether they had ever used a family planning method and, if not, asking the main reason for
non-use. For those that had not used a family planning ethod, we assumed they were sexually active if their reason for
non-use was they 1) wanted to get pregnant, 2) had a faithful partner, 3) did not have access to methods, 4) could not
afford family planning, 5) had infrequent or unplanned sex, or 6) had a partner who did not approve of family planning.

Table VI:

Table VI reveals the percentage of
sexually experienced unmarried
young people who had ever used a
family planning method. Young
people aged 10-14 are not included
in these computations due to the
small
numbers of sexually
experienced in that group.

Ever Use of Modem Family Planning Methods Among
Sexually Experienced Unmarried Youth Aged 15-24
Nairobi

While ever use of family planning is
comparatively high for a population

Mombasa

Male

Female

Male

Female

15-19

59%

62%

67%

55%

20-24

72%

41%

74%

46%

15-24

68%

53%

72%

50%

Source: Catchment Area Survey

of this age, condom use at last sex is dangerously low, at 5 percent.

Part of the reason for low condom use might be due to misconceptions surrounding condoms.
Twenty percent of those who are never married and sexually experienced think that condoms are
laced with the HIV virus. As we discussed earlier, among youth centre clients the comparable
percentage that thought this was 32 percent, demonstrating that the youth centres have not been
successful in counteracting prevailing rumours concerning condoms. Forty-one percent of youth
in the catchment areas, compared to 36 percent of youth centre clients think that condoms have
holes that allow the HIV virus to pass through.
In contrast, FPAK youth centre clients were more knowledgeable about pregnancy risks. While
31 percent of youth centre clients knew when, during the monthly cycle a woman was most likely
to get pregnant, only 18 percent of catchment area respondents in a comparable age group knew
the answer to this question. In sum, while those who live in the catchment areas of the FPAK
centres are mostly unaware of their presence, given their reproductive knowledge and behaviour,
they have a need for the kinds of services that the FPAK centres were designed to provide.

H. Cost of Youth Centre Programme
The approximate cost of the youth centre programme was computed to include direct costs (training,
meetings, occupancy, maintenance, communication and supplies, personnel costs, and honoraria)
and indirect costs (percentages of staff time for those who are not committed to the programme
on a full-time basis). Table VII displays the cost of the youth centres over the past four years.
Table VII: Cost of FPAK Youth Centre Programme, 1993-96
Direct Costs

Indirect Costs

Total Costs

Total Cost

(KSH)

(KSH)

(KSH)

(USD)*

1993

2,249,543

18,652

2,268,195

41,240

1994

2,428.882

35,838

2,464,720

44,813

1995"

3,377.969

41.194

3,419,163

62,167

1996"

2.646,893

59,282

2,706,175

49,203

Year

'1 USD=55KSh
"Direct costs do not include funds used for the Rockefeller-funded initiative. Source: FPAK Annual Reports, 1993—96
(for direct costs) and computation of staff time (for indirect costs).

Programme costs ranged between US$41,000 in 1993 and US$62,000 in 1995. Of the direct
costs, the largest proportion was spent on personnel costs, occupancy, training of Youth Promoters
and Coordinators, and honoraria for Promoters and Coordinators. Table VIII displays the percentage
of funds devoted to these expenses over the past four years:
Table VIII: Percentage of Actual Expenditure Devoted to Particular Costs, 1993-96
1993

1994

1995

1996

Personnel Costs

28%

22%

19%

62%

Occupancy

13%

21%

10%

13%

Training of youth volunteers

46%

0%

53%

0%

6%

16%

7%

11%

Honoraria for youth volunteers
Source. FPAK Annual Reports, 1993-96

Occupancy costs represent a substantial amount of expenditure. At the same time, it appears that
most young people reached through the programme are reached by Youth Promoters and
Coordinators in the communities and in the schools. Very few young people were being reached
through the centres themselves, suggesting that maintaining dedicated youth centres might not
be a cost effective way of reaching young people, compared to reaching them through youth
outreach workers. For example, using 1996 figures, it cost US$0.31 for each young person
reached through educational sessions (US$49,203 for 160,612 sessions), while each client reached
with family planning, other RH services or referrals cost US$102 each (US$ 49,203 for 483 FP RH
clients20).
In years where training of peer educators is conducted, a large proportion of the actual budget is
devoted to this exercise. The current high rates of drop-out among Youth Promoters and
Coordinators make periodic training of new staff and volunteers necessary. On the other hand,
taking steps to retain and invest in currently trained Youth Promoters and Coordinators would cut
down on the necessity to mount high-cost training courses. Increasing the honoraria of Youth
Promoters and Coordinators and actively involving them in programme development would, in all
likelihood, reduce attrition among these youth and increase morale. More importantly, these
measures would demonstrate that the work of young people is valued and something to be rewarded.
Given that the majority of youth communicated with through the programme are reached through
Youth Promoters and Coordinators, it makes sense to invest in improving this aspect of the
programme.

20 The figure given for FP/RH dients is probably an underestimate, as the number of FP dients in Nairobi is not induded
in the computation.

The Family Planning Association of Kenya, with technical assistance from The Population Council,
conducted an evaluation of its youth centres. The evaluation assessed the overall effectiveness
and impact of the FPAK youth centres in Nairobi and Mombasa, including its peer educator
programme.
The main strength of the programme was the network of Youth Promoters and Coordinators who
reached a significant number of young people through educational sessions. They were well
received by the young people with whom they had contact and demonstrated good working
knowledge of HIV/AIDS. While they are good educators of youth, especially for HIV/AIDS
education, they require more training on fertility and family planning and need to improve
communication techniques, including creating opportunities for young people to ask questions.
At the same time, Promoters and Coordinators should not be given the role to counsel young
people. They are not sufficiently skilled to perform such an important task and many seemed to
be doing more harm than good, in bringing in personal biases.
During the period of observation, very few young people were reached through the youth centres.
Of those reached, the majority were older boys. Fully 26 percent of young people who came to
the centres were over the age of 24, which is beyond FPAK's target age group of 10 to 24. At the
same time, very few youth in the younger age category were found to be coming to the centres;
during data collection, no one below the age of fifteen visited the centres.
Apparently the centres are not appealing to young people. Recreational equipment was in a state
of disrepair and the libraries were largely unattractive and irrelevant to young people. Younger
clients, especially girls, may be intimidated by the atmosphere, which is dominated by older boys.
This is compounded in Nairobi, where the "Family Planning Association of Kenya" sign publicly
identifies the centre as a place for those who are sexually active or those with STDs. Additionally,
the Nairobi centre is open during regular business hours, which is not necessarily convenient for
young people. In the Mombasa centre, which stays open later, the majority of client visits are
after 5:00 p.m.
Most of the youth that do visit come for recreation. During data collection, only two clients came
for counselling, and no clients came for family planning services. This is surprising, given that
the current clients of the centres are older and more likely to be sexually active. The catchment
area survey revealed that 78 percent of boys and 54 percent of girls in the upper age groups were
sexually experienced. Therefore, there should be a demand for such services among current
clientele of the centres. Further, a review of FPAK annual reports over the past four years shows
that the programme has reached relatively few young people with family planning and other
reproductive health services.
There could be several reasons for the centres' poor performance in delivering family planning
and reproductive health services. One is that, even if young people are sexually active, they do
not use family planning methods or require reproductive health services. This is unlikely as our
survey in the catchment area revealed that a significant proportion of sexually active young
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people had used contraceptives in the past, although not at last sex, indicating that they do have
a demand and obtain the contraceptives from somewhere, through obviously not through the
centres.
The catchment area surveys revealed that very few young people in the catchment areas of the
centres are even aware of the centres' existence. Further, among current clients of the centres
only a minority knew that reproductive health services are available. The centres' blatant association
with the "Family Planning" name is more than likely turning away some potential clients because
most young people, and especially girls (according to our respondents), would not want to be
associated with anything that so obviously bespeaks sexual activity. The centres' emphasis on
abstinence which is inconsistent with the behaviours of the current clientele would appear to
discourage youth from coming for reproductive health information and services. We found that
many of the youth centre staff and volunteers hold quite negative and moralistic views toward
sexually active young people, views that definitely coloured their counselling of young people.
Clearly, many were not in favour of providing contraceptive services to young people or made the
process difficult for them. This is compounded by few Youth Promoters and Coordinators having
condoms and foaming tablets for distribution, making them an inconsistent and unreliable source
of contraceptives for their clients. We have suggested that Promoters and Coordinators not being
supplied with condoms was further evidence of management's ambivalence about providing
contraceptives to young people. Therefore, while the centres might satisfy the recreational and
social needs of some young people, they are not youth-friendly places for the acquisition of
contraceptive or counselling services. This would be especially true for girls as youth centre staff
demonstrated a clear lack of understanding of gender issues.
Staff are not trained adequately for the important work that they do. Nearly one quarter of the staff
and volunteers has not received any training at all and, among those that have, most felt the
training was inadequate. To give volunteers and staff the mandate to counsel young people
without adequate training is extremely dangerous and probably damaging to young people who
are counselled.
Despite FPAK's laudable attempts to establish consensus on providing reproductive health to
adolescents, there is significant evidence that management and volunteers, alike, are reluctant to
provide young people with contraceptives. FPAK needs to clarify its role in this regard. While
some staff see FPAK's role as being "brave and bold" in the area of youth, clearly others are taking
a more conservative stance. Staff that are recruited for youth projects need to hold attitudes that
are consistent with FPAK's envisaged role. Additionally, building consensus among current staff
needs to be a continuous process throughout the ranks of FPAK and not just among senior
management and volunteers.
The low number of family planning and reproductive health services delivered through the centres
makes this a very expensive programme, especially considering the costs of occupancy of the
centres. Maintaining a dedicated youth centre might not be as viable as, for example, retraining
staff in existing FPAK mainstream clinics and reconfiguring clinic hours and operations to be

youth friendly. At the same time, the Youth Promoters and Youth Coordinators seem to be a costeffective means of delivering family planning and reproductive health information to young people.
If retrained and given adequate supplies, they could be an inexpensive and effective means of
delivering non-prescriptive contraceptives to young people, especially in an environment where
condoms should be viewed as a necessity. Investing in these young people in terms of increased
remuneration, retraining, and increased participation in the programme would reduce the current
high rates of attrition among volunteers and ultimately reduce the staffing costs of the programme.
Efforts to increase attendance at the centres and the volume of reproductive health services
given, need to be made to justify the cost. Recommendations to increase attendance include:
Disassociate the FPAK name with the youth centres,
Make the hours of operation more convenient for young people, such as early
evening hours;
Make condoms and foaming tablets available for distribution by Promoters and
Coordinators;
Invest in youth centre facilities and activities, especially those that appeal to girls
such as skill-building activities and the library;
Establish special activities, hours, or days for girls;
Create awareness of reproductive health services among existing clients and young
people in the catchment areas of the centres;
Ensure that all staff and volunteers are adequately trained, including gender training
and instruction in effective communication with young people, and that they
periodically receive refresher training.
Limit the role of Promoters and Coordinators to educators, rather than counsellors:
• Involve Promoters and Coordinators in decision-making and compensate them fairly
for their work;
When recruiting new staff and volunteers, make attitude a major criteria for
selection and be on the look-out for negative, judgmental, or moralistic attitudes;
Work to clarify values and maintain consensus on youth issues among all levels of
FPAK staff and volunteers, not only the senior staff and volunteers.
FPAK has been a leader and trailblazer in reproductive health programming for youth in Kenya.
Their youth centres in Nairobi and Mombasa represent a first-generation effort to address
reproductive health service needs of Kenyan adolescents. These programmes were established
at a time when there were virtually no examples of youth programmes elsewhere in Africa. While
this evaluation found need for improvement of the youth centres, FPAK has shown considerable
commitment to its youth programme by initiating changes in the centres based on preliminary
findings.
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